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F 000 INITIAL. COMMENTS F 000

This Plan of Correction is the center's credible

allegation of compliance.

This Statement of Deficiencies was generated as . _ . .

a result of the annual Medicare re-certification Preparation and/or execution of this plan of correction
I~ does not constitute admission or agreement by the

survey conducted at your facility on 9/15/09 provider of the truth of the facts alleged or conclusions

through 9/18/09. ‘ set forth in the statement of deficiencies. The plan of

correction is prepared and/or executed solely because

The census at the time of the survey was 73. it is required by the provisions of federal and state law.

The sample size was 15.

F 155

The findings and conclusions of any investigation
by the Health Division shall not be construed as
prohibiting any criminal or civil investigations, ‘
actions or other claims for relief that may be

available to any party under appiicable federal,
state, or local laws.

a) What corrective action's will be
accomplished for those residents found
to have been affected by the deficient
practice:

1) The Code Status for Resident #1 has
been reviewed with the resident and a
new DNR form, condition form and care
plan have been completed to co-inside
with resident wishes and physician order
effective 09/24/09,

The following deficiencies were identified:
F 155 483.10(b)(4) NOTICE OF RIGHTS AND F 155‘
s5=D | SERVICES |

The resident has the right to refuse treatment, to
refuse to participate in experimental research,

and to formulate an advance directive as _
specified in paragraph (8) of this section. |

2) The code status for resident #8 has
been clarified with Residents Mother
and the DNR form, Condition form and
Care plan have been completed to co-
inside with these wishes and the

This REQUIREMENT is not met as evidenced physician order.
by:

Based on interview, record review, and policy b
review, the facility failed to ensure an advance )
directive was formulated for 2 of 15 residents
(Resident #1 and #8).

How will you identify other residents
having the potential to be affected by the
same practice and what anticipated
corrective action will be taken:
Findings include: An Audit of the current facility
resident’s code status is being

ident # 1 . . .
Residen conducted to verify that resident wishes

LABOR ORY DIRECTO R'S O F'ROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (XG /
3107

Erecud ‘*LMQLI\

Any defltlency statement endmg with an asterisk (") denotes a deficiency which the institution may be excused from correcting ﬁaﬁ nﬁl@ !:33%&%& that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are able 4 followmg the date
these documents are made available to the facility. K deficiencies are cited, an approved plan of correction is requisite to continu grama e’lba ion.

HE AND CERTIFHCATION
BUREAU OF }Jﬁmsu -

S
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Resident #1 was a 73 year old male originally
admitted to the facility on 3/9/06, and readmitted
on 8/31/07, with diagnoses including Peripheral
Vascular Disease, Bilateral Above Knee
Amputations, Diabetes and Coronary Artery
Disease.

Review of the medical record revealed Resident
#1 had been on Solari Hospice from 8/21/08
through 9/9/09, at which time he was discharged
from the Hospice due to extended prognosis.

The Condition Alert Form on the medical record
indicated, "Hospice Care" and Code Status
“"DNR" (Do Not Resuscitate).

The code status forms in the medical record
dated 9/11/07 and 2/12/09, signed by Resident #
1 indicated, "Yes. | Do Want Resuscitation."

Resident # 1's care plan did not address the
resident's code status.

On 9/17/09, in the afternoon, the Director of
Nurses (DON) indicated the resident's correct
code status was to resuscitate the resident in an
emergency. She indicated the Condition Alert
Form, which documented Resident #1 was a
DNR, was a mistake. When asked by the
surveyor how would the nurses know which form
was correct and which emergency measures to
take, the DON responded they would disregard
the "DNR" form.

The DCN and the Social Worker (SW) revealed
neither of them had discussed Resident #1's
code status with him after he was discharged
from Hospice.
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¢}

d)

have a corresponding Advanced
Directive/DNR Physician order,
Condition form, and Care Plan .

Any inconsistencies will be corrected to
reflect Resident wishes.

What measures will be put into place or
what systemic changes will you make to
ensure the deficient practice does not
recur:

Staff will be re-educated on our DNR
pelicies and Procedures,

Periodic, in-services on these policies
will take place during the monthly staff
meetings.

The Advanced Directives/DNR wishes
of the residents will be reviewed during
the quarterly resident’s care plan
meeting and with any identified change
of condition.

How will the facility monitor its
corrective actions to ensure that the
deficient practice is being corrected and
will not recur;

The Social Service Director or r
Designee will conduct random audits to
verify that the Code Status is
documented per Resident wishes,
physician orders and consistent with
policy.
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| Protein - Caloric Mainutrition, and
| Hyperlipidemia.

| marked, "Other. | would like all emergency acts

| nearest hospital but no harsh beating of the chest

Resident #8

Resident #8 was a 45 year old male originally
admitted 4/10/09, and readmitted 6/12/09, with
diagnoses including Encephalopathy, Drug abuse
Not Elsewhere Classified in Remission,
Bacteremia, Infection Microorganism Resistant
Penicilling, Pneumococcus Infection, Urinary
Tract Infection, Intestinal Infection E Coli
(Escherichia Coli), Persistent Vegetative State,
History of Venous Thrombosis/Embolism,
Dysphagia, Attention to Gastrostomy, Fitting
Urinary Devices, Failure to Thrive - Adult,

The Advance Directive included in the file
{undated) completed by Resident #8's mother

performed such as medication, ambulance to
other hospital if need be, or CPR
(Cardiopulmonary Resuscitation). However, no
severe chest compressions such as might break
bones or etc (et cetera).”

The Advance Directive included in the file had a
check mark next to the sentence, "Yes 1 do want
resuscitation,” and handwritten note stating, "Full
code, res (resident) is unable to sign. Mailed to
his mother on 6-15-09 to sign." (Note: The date
indicated on the note was 6/15/09).

The Advance Directive included in the file was
signed and dated by Resident #8's mother on
6/20/09 and indicated, "Yes, | do want
resuscitation. Basic CPR, oxygen, transport to

where bones may be broken."

e

The Interdisciplinary Team will review
Code Status during regular Care Plan
Meetings with Residents or their
Representatives to monitor for correct
Status per Wishes,

Any non-compliance will be corrected
immediately and reported to the
performance Improvement committee.
Responsible person, designee:

The Executive Director is responsible
for accomplishing and/or monitoring
compliance.

Completion Date:

Date of correction is November 10,
2009.
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The Ad Di ive incl in the fil ith This Plan of Correction is the center's credible
e Advance Directive included in the file wit allegation of compliance.
New Hope Hospice's letterhead (not signed nor
dated) indicated, "I, (Resident #8)/(Name of greparation and/or e;recurion of this plan of;or;eclion
; i : loes not constitute admission or agreement by the
Resident #8's mOther)‘ ha_ve requested in the provider of the truth of the facts alleged or conclusions
i ever?t of a cardiac or r 9§Plf?t0W arrest, no set forth in the statement of deficiencies. The plan of
| cardiopulmonary resuscitation be undertaken. | correction is prepared and/or execuled solely because
| consent only to palliative care to maintain it is required by the provisions of federal and state law.
comfort." Further handwritten note indicated,
"6/19/09 phone consent 3:15 PM."
F 166
[nterview on 9/17/08 in the afternoon, the Social . L
' Worker (Employee #3) indicated that after a,) What corrective action’s will be
| Resident #8 was approved for hospice services, accomplished for those residents found
the nurse from New Hope Hospice shouid have 10 have been affected by the deficient
had new paperwork filled out and signed by the practice:
resident's mother. The Social Worker indicated _ ..
she was not sure what the response to the need A grievance form is in place for
for resuscitation was requested by the resident’s Resident #16 regarding issues with how
mother. There was no documented evidence she believes she is being treated by staff.
contained in the Social Worker's Progress Notes As a result, the facility Staff have been
or in the hospice section of the resident's file in-serviced regarding appropriate
indicating a clarification of the resident's mother's interaction with residents.
different requests regarding resuscitation. . .
F 166 | 483.10(f)(2) GRIEVANCES F 166 Resident # 16 expresses understanding
88=D of the resolution of her grievance and
| A resident has the right to prompt efforts by the has no present concern about staff
facility to resolve grievances the resident may interactions at this time, during regular
have, including those with respect to the visits by the Social Services.
| behavior of other residents. . . . )
: The Social Service Director will
continue to visit Resident #16 regularly
This REQUIREMENT is not met as evidenced to verify she continues to have no
by concerns with treatment by staff
Based on observation and interview, the facility . L .
failed to follow up and resolve grievances for 1 b) How will you identify other residents
unsampled resident (#16). having the potential to be affected by the
same practice and what anticipated
Findings include: corrective action will be taken:
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Resident # 18 All residents have the potential to be
Resident #16 was a 40 year old female admitted affected. Through staff visits, as part of

b b ; . the Angel Care program, staff will
to the facility on 6/2/09, with diagnoses including id 4 will verify th
backache, abdominal pain, hypertension, SUVEy Test em; and wi Ver;fyt at any
convulsions, depressive disorder, and lack of grievances are ocumemed’ ollow-up
coordination occurs _and that th; residents know the

' resolution per policy.
On $/16/09, during the group meeting, Resident cAolge?t):cﬁ?n?e]:l?:f :I with policy will be
#16 revealed she had filed a grievance with the y.
Social Worker (SW) regarding the inappropriate . .
treatment she was receiving from staff members, ::';t m;‘::::z;::g l;zfv a;;lm:;;:; ‘;ﬁ fg
especially Employee #4. Resident #16 revealed ensur?the d eﬁcienf mcﬁc; does not
staff were making rude remarks and gestures . recur: P
regarding her relationship with another resident '
of the facility, Resident #17. All staff will be in-serviced on the
Resident #16 added she was very hurt and grievance policy and the procedure for
humiliated by the remarks and wanted the issue | f&?ﬁ?:;";%’ 'r?::::f:;m and
to be addressed. Resident # 16 became very | g '
tearful while describing the incidents, as did I , s .
Resident #17, who was also present at the group ' How w’? Vihef _acdny montlor its
meeting. | corrective actions to ensure that the
: deficient practice is being corrected and
Resident #16 added she did not feel the issues will not recur:
were addressed and followed up, or resolved. Through staff visits as part of the Angel
On 9/18/09 at 3:00 PM, the SW revealed Care program, and fegular Resident
Resident #16 had made several complaints to | Ou‘;w't me::i ings, the faci flg w.'d .
her regarding the treatment she was receiving | | con l:.l? rancom Suwe%s o p, ets.l e't‘hs .
from staff members. The SW indicated Resident | | rTlgar‘ Ing &r wva";es' dlecrll ica '0?. a
#16 complained that Employee #4 was making |2 ."gr 1evanc.=fl§;hare 1andie 11761” pql'lcg
gestures to her that Resident #16 found p Wit (::cgrc'l’ . e.grl::"'a".ce 08 ":.1 g
offensive. The SW demonstrated the gesture . :;V'E N t.a' yD'f' tomn:g meeting by
which was rubbing the thumb and first and | c;n ’1‘;"‘;"3.]}‘{;“0‘;’)“ . ':yd“°“‘
second finger, commonly representative of a sign compilance wi rrecte
of money. lmmeQ1ately and reported to the PI
committee
The SW revealed she notified the Administrator
FORM CMS-2567{02-99) Previous Versions Obsolele Event ID: 9FCH11 Facility ID. NVS028S If continuation sheet Page 5 of 27
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regarding the complaint and the SW talked to
Employee #4. ¢) Responsible person, designee:
The SW indicated she also talked to other staff . . . .

. o The Executive Director is responsible
who Re5|tdent #16 had indicated made rude for accomplishing and/or monitoring
comments. compliance.

The SW revealed she did not write down the . .
complaint as a grievance since she talked to the /) Completion Date.
staffrmerlr\llbzrs involved and believed the issue Date of correction is November 10,
was resolved. 2009,
The facility policy titled, Grievances, dated
11/18/05 rev?aled: L This Plan of Correction is the center's credible
"Documentation Guidelines allegation of compliance.
1. Document on the Grievance/Complaint Report
form the date, resident/family name and issue or Preparation and/or execution of this pian of correction
concem. broviderof the mth o thefocs ateged o conlusins
. . proviaer o e fruln o € jacts aiiege:
2. Log the complaint/concern on the complaint or set forth in the statement of deficiencies. The plan of
rievance log. correciion is prepared and/or executed solely because it
g. Documen? in the resident's medical record if is required by the provisions of federal and state law.
appropriate and on the Grievance/Complaint
Report form the notification of resident or family
member/responsible party of the resolution of the F 167
grievance/concern...." . . .
a) What corrective action's will be
Cross reference with TAG 250 accomplished for those residents f_ound
F 167 | 483.10(g)(1) EXAMINATION OF SURVEY F167|  f0havebeen affected by the deficient
$S=C RESULTS practlce.
A resident has the right to examine the results of ’éhe Slurl:'bey results gfle pOSt?ldbi;‘ the
the most recent survey of the facility conducted b°"lt1 Oﬁ_ Y 13 aliea tly avatiable space
by Federal or State surveyors and any plan of Y the front desk.
correction in effect with respect to the facility.
P el Resident #10 has been notified of the
The facility must make the results available for location.
examination and must post in a place readily . . .
accessible to residents and must post a notice of The resident council has been reminded
their availability.
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ss=C | RIGHTS

The resident has the right and the facility must
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of the location of the Survey results in a
meeting on 10/28/09.
This REQUIREMENT is not met as evidenced
by: , Ly .
Based on observation and interview, the facility b) hHaC::nw'gz oi:f:ggf:ooﬁe; }z‘;j;'gs the
failed to ensure residents were aware of the samegraaﬁ ¢ and what anticipate dy
location and the availability of the most recent correfn.ve action will be takerf
survey conducted by Federal or State Surveyors. '
L . Through the Angel Care program
Findings include: current facility residents will be asked to
. verify their knowledge of the location of
Resident #10 the Survey Results if they are unclear,
Resident #10 was a 55 year old male admitted to ;hfii:;::rs: ef::&izd as to the location
the facility on 5/6/09, with diagnoses to include Y '
Prostate Cancer with resection, Cervical o) What measures will be put into place or
Neuropathy, Cervical -Sporjdylosis with what systemic changes will you make to
Myelopathy and Hemiplegia due to a motor ensure the deficient practice does not
vehicle accident. recur: P
During an interview with Resident #10 on . .
9/16/09, he voiced several complaints and g:iie);?c:elgiztiﬁg ;I{ot:leitl:ﬁw“(?ulisde
inquireq what was being done with th?se whicgh is given to the rel:iden?s at the
complaints. Resident #10 was asked if he knew o of § en’
that he could read a copy of the facility's 1me ot admssion..
Statement of Deficiencies and their Plan of The location of the survey Results will
Correction. The resident was unaware of where also be included in tl:l:i’n¥ormaltlionm
this information was located. periodically regularly reviewed in
Group Interview Monthly Resident Council meetings.
During the group interview on 9/16/09, 11 of 11 d) i‘;‘:e;:lj;};ii f;';if?; ':;;:::’;;Et the
residents did not know where the survey results deficient practice is being corrected and
were |ocated. . )
F 172 | 483.10(j)(1)&(2) ACCESS AND VISITATION Fyp| Wil motrecur

Through the Angel Care program, the
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provide immediate access to any resident by the
following:

Any representative of the Secretary;
Any representative of the State,;
The resident's individual physician;

The State long term care ombudsman
(established under section 307 (a){12) of the
Older Americans Act of 1965);

The agency responsible for the protection and
advocacy system for developmentally disabled
individuals {established under part C of the
Developmental Disabilities Assistance and Bill of
Rights Act),

The agency responsible for the protection and
advocacy system for mentally ill individuals
(established under the Protection and Advocacy
for Mentally il Individuals Act);

Subject to the resident's right to deny or withdraw
consent at any time, immediate family or other
relatives of the resident; and

Subject to reasonable restrictions and the
resident’s right to deny or withdraw consent at
any time, others who are visiting with the
consent of the resident.

The facility must provide reasonable access to
any resident by any entity or individual that
provides health, social, legal, or other services to
the resident, subject to the resident's right to
deny or withdraw consent at any time.

facility will conduct random surveys of

i Residents Any misconceptions about the
availability and location of the results
will be corrected immediately and
reported to the Performance
Improvement committee.

e} Responsible person, designee:

The Executive Director is responsible
for accomplishing and/or monitoring
compliance.

) Completion Date:

Date of correction is November 10, 2009

This Plan of Correction is the center's credible
allegation of compliance.

Preparation and/or execution of this plan of
correction does not constitute admission or
agreement by the provider of the truth of the facts
alleged or conclusions set forth in the statement of
deficiencies. The plan of correction is prepared
and/or executed solely because it is required by the
provisions of federal and state law.

F172

a) What corrective action’s will be
accomplished for those residents found
1o have been affected by the deficient
practice:

No specific residents were identified as
being affected.
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This REQUIREMENT is not met as evidenced
by:

Based on observation and interviews, the facility
failed to ensure residents who had immediate
family that wished to see residents after 8:00 PM
were allowed visitation rights.

The sign in the front lobby has been
changed from stating the visiting hours
are until 8:00 PM to the following
statement:

“For the Safety of our Residents, the
Findings include: doors are locked after 8:00 PM,

For Visitation after this time, Please
contact a Nursing Supervisor @ 735-
5848 to make arrangements.”

A sign located in the lobby of the facility
indicated, visiting hours were until 8:00 PM.

During the group meeting on 9/16/09 at 10:00 - . . . .
AM, 10 of 11 residents p?esent indicated they This is consistent with the information
could not visit with relatives or close friends after on our visitation policy provided to
8:00 PM. Some residents indicated they had residents at the time of admit.

family that worked odd shifts and they would like

to make arrangements to visit with them after A letter will b.e.sen.t to fan_1ilies notifying
8:00 PM. them of our visitation policy.

The Administrator indicated on 9/17/09, that he b) How will you identify other residents
had to restrict the visiting hours because the having the potentlal to be affected by the
facility was located in a high crime area. same practice and ‘?};’z’ "";c""’*‘f"’ed

F 226 | 483.13(c) STAFF TREATMENT OF RESIDENTS |  Fo26|  corrective actionwill be taken.

33=D The Executive Director met with the

resident council on 10/28/09 to verify
that they understood the visitation
policy.

The facility must develop and implement writien
policies and procedures that prohibit
mistreatment, neglect, and abuse of residents
and misappropriation of resident property.

What measures will be put into place or
what systemic changes will you make to
ensure the deficient practice does not
Fecur:

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review, and policy
review, the facility failed to develop and
implement a policy which prohibits mistreatment,
neglect, and abuse.

All staff are being were in-serviced on
our visitation policy.
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Findings include:

The facility's policy and procedure regarding
abuse (dated 4/28/09) states as follows:

"...8. The center implements procedures that
include: Screening, Training, Prevention,
tdentification, Investigation, Protection, and
Reporting/Response. 9. Investigations into the
past histories of a potential employee include: a.
Inquiry of the state nurse aide registry or
licensing authority; b. Inquiry of previous and/or
current employers; and ¢. Reasonable efforts to
uncover information about any past criminal
prosecutions... COMPLIANCE GUIDELINES:...6. |
Each applicant applying for employment

provides employment references and
authorization to check those references at the
time application is made. a. Reference checks
may be conducted by telephone or written
correspondence. b. Employment is conditional
upon successful completion of the reference
checks..."

Employee #17 was employed as an Occupational
Therapist 4/18/06. There was no documented
evidence that reference checks were completed
for Employee #17. There were 2 sheets included
in Employee #17's file with the title, "Reference
Checks," which were not filled out.

Employee #15 was employed as a Laundry
Worker 10/2/01. There was no documented
evidence that reference checks were completed
for Employee #15.

On 9/18/02 in the afternoon, the Administrator
indicated both Physical Therapy and the Laundry
workers were confracted services and both

¢) How will the facility monitor its
corrective actions to ensure that the
deficient practice is being corrected and
will not recur:

d) Through our Angel Care program, staff
will verify periodically, resident
understanding of our visitation policy
and if any issues with lack of access to
visitors arise, they will be corrected
immediately and reported to the
Executive Director and the PI
Committee.

e) Responsible person, designee:
The Executive Director is responsible
for accomplishing and/or monitoring
compliance.

B Completion Date:

Anticipated date of correction is
November 10, 2009.
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Therapy employees have access to resident set forth in the siatement of deficiencies. The plan of
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F 241 483.15(a) DIGNITY F 241
SS=E F 226

The facility must promote care for residents in a
manner and in an environment that maintains or
enhances each resident's dignity and respect in
full recognition of his or her individuality.

This REQUIREMENT is not met as evidenced
by:

Based on interviews, the facility failed to promote
care in a manner and in an environment that
maintains or enhances each resident's dignity
and respect for Residents #10, #13, #16, #17,
and group interviewed Residents.

Findings include:
Resident #10

Resident #10 was a 55 year old male admitted to
the facility on 5/6/09, with diagnoses to include
Prostate Cancer with resection, Cervical
Neuropathy, Cervical Spondylosis with
Myelopathy and Hemiplegia due to a motor
vehicle accident.

1. On 6/16/09 at 9:00 AM, Resident #10
indicated he would not let the facility wash his
clothing any longer because they kept losing his
clothing. Resident #10 indicated he had a brand
new pair of pants that was sent to the laundry. He

a) What corrective action's will be
accomplished for those residents found
to have been affected by the deficient
practice:

No specific residents were noted to be
affected.

b} How will you identify other residents
having the potential to be affected by the
same practice and what anticipated
corrective action will be taken:

The facility is now requiring that these
Contractors with employees working in
the facility have documented reference
checks on those employees in addition
| to the background checks and drug
screenings previously required.

what systemic changes will you make to
ensure the deficient practice does not
recur:

‘ What measures will be put into place or

Contractors will provide evidence the to
the facility that any employees hired to
work in the facility have had reference
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indicated the panis were given {o his roommate, : ;
although he attempted to tell staff they were not f:,l:rik?nc&lg';;ecﬁgfm to starting to
his roormmate's pants. Resident #10 indicated he )
told several staff members and staff ignored him. . e o
Resident #10 indicated after his roommate worn © Zﬁ‘:gﬁﬁ;’;‘iﬁ‘:ﬁ’?{: ':;’::Z’;;gt the
the pants for several days a staff member deficient practice is being corrected and
realizing they were Resident #10's pants and will not r‘z cur: g
attempted to give them back to Resident #10. ’
Resident #10 refused the returned pants and . . - .
s A . The Executive Director or Designee will
indicated he was not going to wear clothing that 6y that ref heck
someone else had been wearing verify that reference checks are
: completed on any new employees that
. - contractors have working in the facility.
2. On 9/16/09, Resident #10 indicated he‘had Any New Employees without reference
had some teeth extracted a few weeks prior. He checks will not be allowed to work in
further indicated he had asked the Dietary o e
. . the facility until this is completed.
Manager to leave him some sherbet in the
kitchen for the weekend because his gums were d) Responsible person, designee:
hurting and was unabie to chew. The resident P p ’ gree.
indicated the Dietary Manager left Resident #10, The Executive Director is responsible
six cups of sherbet in the nourishment room with f re emu i ;in Zn dor mm!:itorin
Resident #10's name on the cups. Resident #10 c(())n?cﬁgncF; shing g
was given 1 cup of sherbet and was told the P )
other 5 cups were given to other residents. He ¢) Completion Date:
indicated no staff member attempted to give him P :
I:aerrnbs g a%rklis ;;erakm until the Dietary Manager Anticipated date of correction is
) November 10, 2009,
On 9/17/09 in the afternoon, the Dietary Manager
indicated she did leave 6 cups of sherbet in the
nourishment room for Resident #10 with his
name on each cup for the weekend.
3. Resident #10 indicated on 9/16/09 in the
morning, he heard staff members speak in a
foreign language in the hall. He indicated they
yell down the hall to each other at times. He
indicated he sometimes felt that they were
talking bad about him because he did not
understand what they were saying.
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On 9/16/08 in the morning, while interviewing
Resident #10, two housekeepers were overheard
speaking a foreign language near Resident #10's
raom.

Group Meeting

a. All the residents present at the group meeting
complained staff speak in foreign languages
while they are assisting the resident with
activities of daily living.

b. During the group meeting held on 8/16/09 at
10:00 AM, 8 of the 11 residents present indicated
they have had faundry missing and were never
returned. Three residents indicated they saw their
clothing on other residents.

The Administrator indicated on 9/17/09, that
unclaimed clothing is sometimes given to
residents who are admitted to the facility with no
clothing.

c. All the residents present at the group meeting
indicated, laundry staff go into their closets
without permission and remove hangers. The
residents indicated their families buy the hangers
for personal use and do not want them removed.
The residents indicated there were two men who
continually went into their closets and never
returned their hangers.

On 9/17/09 in the morning, an interview with the
Director of the Contracted Laundry Company
used by the facility indicated there are two )
faundry personnel who do remove hangers from
residents closets to hang up their clothing. He

This Plan of Correction is the center’s credible
allegation of compliance,

Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
sel forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
it is required by the provisions of federal and state
law.

F 241

a) What corrective action's will be
accomplished for those residents found
10 have been affected by the deficient
practice:

1) The grievance concerning Resident
#10 and his clothing had been
resolved in June 2009 with the
facility arranging for re-
imbursement of the items. At this
time, existing clothing was marked
and listed on the inventory sheet.
Staff were also in-serviced on
identifying the correct clothing
belonging to a resident before
dressing each resident.

2) Resident #10°s issue regarding
access to sherbet during the time
frame mentioned was resolved at
the time of the survey. The
sherbet is scheduled and delivered
with his meal trays.
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indicated he had no idea they were removing
hangers without permission.

d. Eight of 11 residents complained that when
the staff came in to assist them with morning
care, staff change the television channels without
permission.

Residents #16 and #17

On 9/16/09 at 10:00 AM, during the group
meeting two unsampled residents (#16 and #17)
expressed concerns about a relationship they
were having since both were admitted to the
facility. Resident #16 indicated she overheard
several of the Certified Nursing Assistants (CNA)
making fun of her relationship with the male
resident. Both Resident #17 and #16 were crying
while discussing the incident that occurred when
the CNAs were making jokes about the resident's
relationship.

On 9/16/09, Resident #16 indicated to the
Administrator that Employee #4 told her she just
wanted Resident #17 for his money and made a
hand gesture to indicate "Money". She indicated
she filed a grievance with the Social Worker.

Resident #13

Resident #13 was a 61 year old male admitted to
the facitity on 7/16/09, with diagnoses including
bacteremia, chronic renal failure, dialysis,
hypertension, peripheral artery disease and
diabetes.

a) Observation on 9/17/09 in the afternoon, a
nurse administering medications via Resident

3) Staff has been in-serviced on
identifying labeled nourishments
and proper delivery to the correct
resident. Resident #10 has had no
new concerns related to this issue.

4) Resident #10 ‘s concern related to
over hearing employees speaking a

| foreign language in the hall was

' addressed by re-inservicing the staff on
speaking only English to each other in
Resident Care areas.

|

Facility management completes
random rounds to verify compliance.

5) The residents at the group interview
were not identified in the statement of
Deficiencies in order to specify a
specific correction for them.

6) Resident #16 and #17 a grievance
has from has been compieted related to
their concerns around staff treatment
regarding their relationship. The issue
has been investigated and Staff has

| been in-serviced on not discussing
resident’s personal relationships, and
on Professional boundaries. No new
concerns on staff treatment and
Executive Director is verifying this
.during regular rounds.

7} Resident #13 has been discharged
prior to receiving the statement of
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#13's Gastrostomy tube {G-tube).
The nurse pulled the curtain so Resident #13 was deficiencies.
| not visible from the hallway. The nurse partially . I .
| pulled the curtain that separated the A & B beds b) f‘”‘f wd}i;y ou ’de"f"{j’ og'e’ " e“d;”;s
within the room. Resident #13's roommate was :" ing the poltentia ’; z“ﬂ ected oy 4
sitting in the wheelchair at the foot of his bed and the same practice and wnat anticipate
could see Resident #13. corrective action will be taken:
The nurse pulled down Resident #13's sheet Af]fl Reilidents have the potential to be
exposing his abdomen and G-Tube. The nurse attected.
began administering the medications. Regular rounds will be conducted by
While the nurse was administering the ';.he dExe‘l’(“;"e Dnre_z;tor a':“g, with q
medications, Resident #13's roommate asked the ce b?;’ om res’]' gnts uring resident
surveyor to please pufl the curtain so Resident 30““"‘ ,an‘,ifA"g‘:j_ are visits to
#13 would not be visible to him. The surveyor ctermine if any dignity 'S_Sl;'f_,s exist.
held the curtain closed until Resident #13's Rounds and '"tegv'e_‘”s “"b locus on
G-tube medications were administered. any 1SSues around privacy being
protected during care, treatments or
k) On 9/18/09 during the family interview, mednf:atlon, administration, missing
Resident #13's POA (Power of Attorney) clothing, Requested food not being
indicated Resident #13 was not groomed dellvgreq tlme_ly, staff Speaking only
properly. He indicated Resident #13's nails were English in patient care areas, staff
very long and dirty. The POA revealed he had | removing hangers or other items from a
| asked staff on several occasions to trim Resident |  residents’ room without permission,
#13's nails and that had not been done. and changing resident televisions
| without permission.
| On 9/18/09 in the afternoon, Resident #13's nails . . . .
| were observed to be very long with dirt All staff including Licensed staff will
underneath the nails. be in-serviced on the facilities Quality
F 246 | 483.15(e)(1) ACCOMMODATION OF NEEDS Fodg ~ OfLife Policy in regards to
SS=E Dignity/Privacy issues.
A resident has the right to reside and receive , ,
services in the facility with reasonable ¢ W’L"'tme‘;s"r es '”;;’” bep m.;l"m p l“c:
accommodations of individual needs and ?r wha ”;‘;?e':'c c a’;ges “;'. 4 3” na f
preferences, except when the health or safety of 0 ensure the eficient practice does no
the individual or other residents would be recur:
endangered.
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. . . In addition to the above mentioned In-
Z;'I'IS REQUIREMENT is not met as evidenced service, facility staff training is being
Based on observation and interviews, the facility conducted related to the following:
failed to ensure the residents had an area where Lo . .
they could go outdoors to accommodate the l?e l:li)(;::]::sla;:lec;ﬁ:iei?gcg?:;e‘s?itgnal
non-smokers and residents an oxygen therapy. boundaries, not changing Resident
Findings include: television channels without permission.
During the group meeting on 9/16/09, 11 of 11 Speak to the residents only in English.
residents present complained that the patio : T
outside the dining room was not accessible to E;%LIS}?,}ﬁg%g:;;;:?g;?ﬁ;:sm take
them. Several residents present at the meeting P
were non-smokers. Three residents used oxygen. Review of the policy and procedures
The residents indicated they wanted to go related to rotel::tionyofres?i dent
somewhere outdoors that was smoke-free. The rope irll)clu ding haneers and
residents who were oxygen dependent were lc)lot}l)ﬁnny g g
afraid to be near smokers. &
Observaticn of the patio located outside of the ::;?32::;: izll-lljxm-g staff will also
dining room on 9/16/09, revealed the area was g
cluttered with rehabilitation equipment. . .
Proper grooming of residents ,
On 9/16/09, the Administrator indicated he was including attention to care of the
aware the area needed to be cleaned up for
;e:;,gigglrfe who are non-smokers and oxygen Their responsibility to provide privacy
F 250 | 483.15(g)(1) SOCIAL SERVICES Foso| @nddignity during personal care.
85=D

The facility must provide medically-related social
services to attain or maintain the highest
practicable physical, mental, and psychosocial
well-being of each resident.

How to correctly distribute resident
nourishments.

Additional in-services will be provided
to the Licensed Nursing Staff on the
following;:
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This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and record
review, the facility failed to ensure appropriate
medically related social services to maintain
physical and psychological well being for 1 of 15
sampled residents (#1) and 1 unsampled resident
(#18).

Findings include:
Resident #1

Resident #1 was a 73 year old male ariginally
admitted to the facility on 3/9/06, and readmitted
on 8/31/07, with diagnoses including Peripheral
Vascular Disease, Bilateral Above Knee
Amputations, Diabetes and Coronary Artery
Disease.

Review of the medical record revealed Resident
#1 had been on Solari Hospice from 8/21/08
through 9/9/09, at which time he was discharged
from the Hospice due to extended prognosis.

The Condition Alert Form on the medical record
indicated, "Hospice Care" and Code Status
"DNR" (Do Not Resuscitate).

The code status forms in the medical record
dated 9/11/07 and 2/12/09, signed by Resident #
1 indicated, "Yes. | Do Want Resuscitation.”

Resident # 1's care plan did not address the
resident's code status.

On 9/17/09, in the afternoon, the Director of
Nurses (DON) indicated the resident's correct
code status was to resuscitate the resident in an
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Their responsibility to protect the
resident’s privacy and dignity during
medication and treatment
administration.

d) How will the facility monitor its
corrective actions to ensure that the
deficient practice is being corrected and
will not recur:

Regular walking rounds will continue to be
conducted by the Executive Director, along
with Resident feedback during Angel Care
Visits to determine any noncompliance with
the regulation or our policies concerning
Dignity.

Any Noncompliance will be corrected
immediately and results reported to the Pl
Committee.
e} Responsible person, designee:
The Executive Director is responsible
for accomplishing and/or monitoring
compliance.

J) Completion Date:

Anticipated date of correction is
November 10, 2009.
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emergency. She indicated the Condition Alert
Form, which documented Resident #1 was a
DNR, was a mistake. When asked hy the
surveyor how would the nurses know which form
was correct and which emergency measures to
take, the DON responded they would disregard
the "DNR" form.

The DON and the Social Worker (SW) revealed
neither of them had discussed Resident #1's
code status with him after he was discharged
from Hospice.

Resident #16

Resident #16 was a 40 year old female admitted
to the facility on 6/2/09, with diagnoses including
Backache, Abdominal pain, Hypertension,
Convulsions, Depressive Disorder, and lack of
coordination.

On 9/16/09 during the group meeting, Resident
#16 revealed she had filed a grievance with the
Social Worker (SW) regarding the inappropriate
treatment she was receiving from staff members,
especially Employee #4. Resident #16 revealed
staff were making rude remarks and gestures
regarding her relationship with another resident
of the facility, Resident #17.

Resident #16 added she was very hurt and
humiliated by the remarks and wanted the issue
to be addressed. Resident #16 became very
tearful while describing the incidents, as did
Resident #17, who was also present at the group
meeting.

Resident #16 added she did not feel the issues

This Plan of Correction is the center's credible
allegation of compliance.

Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
sel forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
it is required by the provisions of federal and state law.

F 246

a) What corrective action's will be
accomplished for those residents found
to have been affected by the deficient
practice:

No specific residents were identified.

b} How will you identify other residents
having the potential to be affected by the
same practice and what anticipated
corrective action will be taken:

All residents have potential to be
affected. Facility staff is in the process
of clearing the patio off of the dining
room of all items being stored there,
The patic will be available for Resident
use by 11/10/09,

¢/ What measures will be put into place or
what systemic changes will you make to
ensure the deficient practice does not
recur:

Staff has been instructed to keep the
patio off of the dining room for resident
use. A sign will designate this as a non-
smoking resident area.
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were addressed and followed up.

On 9/18/09 at 3:00 PM, the SW revealed
Resident #16 had made several complaints to
her regarding the treatment she was receiving
from staff members. The SW indicated Resident
#16 complained that Employee #4 was making
gestures to her that Resident #16 found
offensive. The SW demonstrated the gesture
which was rubbing the thumb and first and
second finger together, commonly representative
of a sign of money.

The SW indicated she notified the Administrator
regarding the complaint and the SW falked to
Employee #4.

The SW indicated she also talked to other staff
who Resident #16 had indicated made rude
comments.

The SW did not write down the complaint as a
grievance since she talked to the staff members
involved and believed the issue was resolved.

The facility policy titled, Grievance, dated
11/18/05 revealed the following:

Primary Responsibility

Social Service Director/Designee

" Record the date, resident/family name, and
issues or concern on the center grievance log."
" Notify the resident to family
member/responsible party of the resolution.
Respond to the resident and family
member/responsible party within three days,
even if the issue is not completely resolved,
" Record the date resolved on the center
Grievance Performance Improvement Log."

F 250

d)y How will the facility monitor its
corrective actions to ensure that the
deficient practice is being corrected and

will not recur:

The Maintenance Director will make
regular rounds checking that the Patio is
clear of any objects for storage and is
safe for resident use. Any non-
compliance will be corrected
immediately and reported to the
Executive Director and the Performance
Improvement committee.

e} Responsible person, designee:

The Executive Director is responsible
for accomplishing and/or monitoring

compliance.

) Completion Date:

Date of correction is November 10,

| 2009.

‘ This Plan of Correction is the center's credible

allegation af compliance.

Preparation and/or execution of this plan of correction

does not constitute admission or agreement by the

provider of the truth of the facts alleged or conclusions

set forth in the statement of deficiencies. The pian of

correction is prepared and/or executed solely because it
| is required by the provisions of federal and state law.

F250
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F 2521 483.15(h)(1) ENVIRONMENT F 252 a) What corrective action’s will be
SS=E - . accomplished for those residents found
The facility must prowd.e a safe, clean, t0 have been affected by the deficient
comfortable and homelike environment, allowing practice:
the resident to use his or her personal belongings ’
to the extent possible. 1) The Code Status for Resident #1 has
been reviewed with the resident and a
. . . DNR form, condition ft d
This REQUIREMENT is not met as evidenced i olan h;,‘;“b::ﬁc;f:lei’;“tﬁo_
by: . . . - inside with resident wishes and
Based on observation and interview, the facility physician order effective 09/24/09
failed to ensure the environment was safe, clean )
comfortable, and homelike. 2) The code status for resident #8 has
Findi include: been clarified with Resident’s Mother
Indings (nclude- and the DNR form, Condition form and
lan have b leted to co-
1. On 9/15/09, 9/16/09, 9/17/09, and 9/18/09, are plan fave becn Sompleted to o
there were foul urine and fecal odors present at physician order
' the front lobby and throughout the 100 Hall. '
- b}  How will you identify other residents
2.0n 9_/1 5/09 upon entry to the facility at 8:00 ) having th:potemiaﬁo be affected by
AM u'ntll approximately 12:00 PM, the . the same practice and what anticipated
handicapped access buttons for the exterior and corrective action will be taken:
interior of the front entrance door did not activate '
the opening of the door. On 9/17/09 upon entry : e
to the facility at 8:00 AM until approximately An Audit of the current ﬁ’;'r'l'gty
10:30 AM‘ the ha_mdlqapped access buttons for conducted to verify that resident wishes
the exterior and interior of the front entrance door have a corresponding Advanced
did not activate the opening of the door. Directive/DNR Physician order
Interview with the Administrator on the morning Condition form, and Care Plan.
of 9/15/09, it was verified that the access buttons Any inconsistencies will be corrected to
for the front entrance door have been broken and reflect Resident wishes
disabled on a regular basis several times )
throughout each month.
F 279 483.20(d), 483.20(k)(1) COMPREHENSIVE F 279
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| on 8/31/07, with diagnoses including Peripheral

under §483.10(b)(4).

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and record
review, the facility failed to ensure an accurate
care plan was implemented and followed to meet
the resident’s medical, nursing, mental and
psychosacial needs for 1 of 15 sampled residents
(#1) and 1 unsampled resident (#18).

Findings include:
Resident #1

Resident #1 was a 73 year old male originally
admitted to the facility on 3/9/06, and readmitted
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| A facility must use the results of the assessment . ,
to develop, review and revise the resident's % thzgﬁ;ﬁ;ﬁﬁgﬁ ;‘i:;‘;';‘z iace
comprehensive pian of care. make to ensure the deficient practice

‘ The facility must develop a comprehensive care | does not recur:
plan for each resident that includes measurable .
objectives and timetables to meet a resident's Sta;ff.“”" b: ;e'edl:icated on our DNR
medical, nursing, and mental and psychosocial poficies and Frocedures.
needs that are identified in the comprehensive Periodic in-services on these policies
assessment. will be completed during the monthly
The care plan must describe the services that staff meetings.

| are to be furnished to attain or maintain the N .
resident’s highest practicable physical, mental, T?thdvalgce(tile'rﬁc];wesﬂ‘.)NRdw;sh.e y
and psychosociat well-being as required under 31 e;‘ffl le“ “; t’e l;?;'ewle uring
§483.25; and any services that would otherwise : m:e(zil:n ;g‘rﬁﬁ ;: f dengf":e?lnchan .
be required under §483.25 but are not provided £ dg i Y g

| due to the resident's exercise of rights under of condition.

. i ing the ri

§483.10, including the right to refuse treatment d)  How will the facility monitor its

corrective actions to ensure that the
deficient practice is being corrected
and will not recur:

The Social Service Director or
Designee will conduct random audits to
verify that the Code Status is
documented per Resident wishes,
physician orders and consistent with
policy. The Interdisciplinary Team will
review Code Status during regular Care
Plan Meetings with Residents or their
Representatives to monitor for correct
Status per Wishes.

Any non-compliance will be corrected
immediately and reported to the
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d) FHow will the facility monitor its
A faclity must use the rasults of the assessmant corrective actions fo ensure thal the
tg devzlop, review and ravisa the resident's de{jaemp ractice is being corrected and
comprahensive olan of cars will not recur:
Thz facility must devaiop 2 comprehensive carg
; , zhznst = . . .

PRV g me ) . The Maintenance Director will make
pian for ezch resident that inclugas maasurabls - . :
objectives znd tim 5§ idznt's regular rounds and include verification
medical aursiag that the handicapped access buttons are
nzeds fhar arz ide functional. Any non-compliance will be
sesesament corrected immediately and reported to

the Executive Director and the Safety

The czre plan must describe the services that Improvement committee.

ars to be furnished to sitain or maintain the
resident's highast practicebis physicsi, mantal,
and psychosocial weli-being as reguired undsr
§482.25; and zny services that would otherwise
bz required under §483.25 but arz not proviced
due to the residsnt’s exsrcise of rights under
§483 "0, including the nght io refuse waaiment
undar §433 1Q(5)4) | Director the issues.

e} Responsible person, designee:

The Housekeeping Supervisor will
complete walking rounds of the facility
though-out the day identifying any
cleanliness issues including odors, will
take action to correct these issues at the
source and will report to the Executive

This REQUIREMENT i3 not mat 23 avidencsd The Executive Director is ultimately
by responsible for accomplishing and/or
Basec on onservetion, intervisw and record monitoring compliance.
review, the jaciiity fziled to =nsure an zccursis
cars nian was implemeniad and foliowsd o mest /) Completion Date:
| the resident's medical, nursing, menial and
psychosocial nesds for 1 of 15 sampled rasidents Date of corrzction is November 10,
(#1) and 7 unsamplad rasidant (18}, i 2009.
Findings includs
Resident £
riginally
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Vascular disease, Bilateral Above Knee
Amputations, Diabetes and Coronary Artery
Disease.

Review of the medical record revealed Resident
#1 had been on Solari Hospice from 8/21/08
through 9/9/09, at which time he was discharged
from the Hospice due to extended prognosis.

The Condition Alert Form on the medical record
indicated, "Hospice Care" and Code Status
"DNR" (Do Not Resuscitate).

The code status forms in the medical record
dated 9/11/07 and 2/12/09, signed by Resident #
1 indicated, "Yes. | Do Want Resuscitation.”

Resident # 1's care plan did not address the
resident's code status.
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performance Improvement committee.
e) Responsible person, designee:
The Executive Director is responsible

for accomplishing and/or monitoring
compliance.

B Completion Date:

Date of correction is November 10,
2009.

This Plan of Correction is the center's credible
allegation of compliance.

Preparation and/or execution of this plan of
correction does not constitute admission or
agreement by the provider of the truth of the facts
alleged or conclusions set forth in the statement
of deficiencies. The plan of correction is

Resident #18 prepared and/or executed solely because it is
required by the provisions of federal and siate
. faw.
Resident #18 was an 81 year oid female i
admitted to the facility on 9/6/09, with diagnoses F279

including back pain, diabetes, coronary artery
disease, fall, and acute fracture.

Review of Resident #18's medical record
following medication pass, revealed Resident
#18 had orders for stool for C-diff {Clostridium
Difficile) x2. Resident #18's care plan dated
9/11/09 indicated, "...Contact precautions.”

On 9/16/09 at 8:00 AM, during the medication
pass, and throughout the survey, there was no
indication Resident #18 was maintained on
Contact Precautions.

a) What corrective action's will be
accomplished for those residents found
to have been affected by the deficient
practice:

1) The care plan for resident #1 was
updated on 09/24//09 to reflect the
residents wishes and physician
order DNR. This will be reviewed
at least quarter to verify that we
continue to follow resident wishes.
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There was no documented evidence in the
nurse's notes that Resident #18 was maintained
on Contact Precautions. 2) Resident #18 has had isolation
precautions discontinued per
There was no physician order to discontinue the physician order on 09/19/09. The
Contact Precautions. results were received on 09/12/09
F 318 | 483.25{e)(2) RANGE OF MOTION F 318/ showing that both the C-Diff
§5=D cultures were negative.

Based on the comprehensive assessment of a
resident, the facility must ensure that a resident
with a limited range of motion receives
appropriate treatment and services to increase
range of motion and/or to prevent further
decrease in range of motion.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review, the facility faited to provide treatment
and services for 2 residents with contractures
(Resident #8 and #10).

Findings include:
Resident #8

Resident #8 was a 45 year old male originally
admitted 4/10/09, and readmitted 6/12/09, with
diagnoses including Encephatopathy, Drug abuse
Not Elsewhere Classified in Remission,
Bacteremia, Infection Microorganism Resistant
Penicillins, Pneumococcus Infection, Urinary
Tract Infection, Intestinal Infection E Coli
(Escherichia Coli), Persistent Vegetative State,
History of Venous Thrombosis/Embolism,
Dysphagia, Attention to Gastrostomy, Fitting
Urinary Devices, Failure to Thrive - Adult,

b)

c)

How will you identify other residents
having the potential to be affected by the
same practice and what anticipated
corrective action will be taken:

All residents have potential to be
affected.

1) Director of Social Services will
complete an audit of all residents to
verify that DNR status are care
planned appropriately. Any issues
will be corrected immediately.

2) Nursing Administration reviews
change of condition daily Any
residents with signs/symptoms of C-
diff, or other infectious diseases will
be audited to verify that care plans
reflect appropriate interventions
,including isolation precautions.

What measures will be put into place or
what systemic changes will you make to
ensure the deficient practice does not
recur:

1Al staff including social services have
been in-serviced on the policy and
procedures related to DNR orders
including the Care Plan process.
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Protein - Caloric Malnutrition, and
Hyperlipidemia.

On 9/15/09, 9/16/09, 9/17/09, and 9/18/09,
Resident #8 was observed with bilateral
contractures of the hands. All fingers were
severely contracted, and the thumbs were
pressing against the fingers. On 9/18/09 at 3:30
PM, while Employee #21 attempted to perform
passive range of motion and determine whether
the pressure of the fingers and thumbs were
resulting in skin deterioration, Resident #8
responded in apparent pain. Upon interview
regarding whether the resident was evaluated for
Physical Therapy services, Employee #21
indicated there was only an initial evaluation by
the Physical Therapy Department 6/13/09.
Employee #21 further indicated there was no
intervention other than passive range of motion
for the contractures due {o lack of further
assessment by the Physical Therapy Department
and due to the fact that the resident was
receiving hospice services.

Based on interview with the Physical Therapy
Supervisor (Employee #22) at approximately
4:00 PM on 9/18/09, Employee #22 indicated
that the reason there was no further assessment
or action regarding Resident #8's contractures
was because Resident #8 was on hospice.

The Rehab (Rehabilitation) Services Functional
Screening Tool dated 6/13/09 stated: "Reason for
Screen: Admission”. The Range of Motion
limitations indicated only moderate and severe
range of mation limitations on the bilateral lower
extremities, and did not indicate any range of
motion limitations on the upper extremities.
There was no documented evidence of a plan in

2)Licensed staff will be in-serviced on
the policy and procedures for Care
Planning in regards to Isolation
precautions, and on our policies related
to Clostridium Difficile (C-Diff).

d} How will the facility monitor its
corrective actions to ensure that the
deficient practice is being corrected and
will not recur:

The Social Service Director will
continue to audit all residents charts to
verify that DNR status are Care Planned
per policy. This will also be reviewed
at least quarterly during the Care
Conferences for each resident.

Any discrepancies between the care plan
and resident wishes, will be corrected
immediately and reported to the
Executive Director and Reported to the
PI Committee.

2) In addition to the Change of
Condition audits, Physician orders will
be monitored on a daily basis by
Nursing Administration for orders
pertaining to C-Diff. It will be verified
that Care Plans are in place to reflect
the appropriate interventicns including
isolation per policy and standards of
care.

Any issues with compliance with Care
planning related to C-Diff will be
corrected immediately and reported to
the Executive Director and the
Performance Improvement committee.

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {x5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
F 318 | Continued From page 23 F 318

FORM CMS-2567{02-99) Previous Versions Obsolete

Event ID:9FOH11

Facility ID: NVS028S

If continuation sheet Page 24 of 27




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 10/19/2009
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
295006

(X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
COMPLETED
A. BUILDING
B. WING
09/18/2009

NAME OF PROVIDER QR SUPPLIER

LAS VEGAS HEALTHCARE AND REHAB CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

2832 S. MARYLAND PARKWAY
LAS VEGAS, NV 89109

(4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION {x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY)
F 318 Continued From page 24 F 318
place to prevent further development of the
contractures and to ensure that Resident #8's b) Responsible person, designee:
fingernails were not pressed against the hands.
The Executive Director is responsible for
accomplishing and/or monitoring compliance.
Resident #10
¢) Completion Date:
Resident #10 was a 55 year old male admitted to
the facility on 5/6/09, with diagnoses to include Date of correction is November 10, 2009.
Prostate Cancer with resection, Cervical
Neuropathy, Cervical Spondylosis with This P{an of Correction is the center’s credible allegation af
Myelopathy and Hemiplegia due to a motor compliance.
vehicle accident. Preparation and/or execution of this plan of correction dogs not
constitute admission or agreement by the provider of the iruth of
On 9/16/09 in the morning, Resident #10 was the _fa_ct.r glleged or conclusions set fgrrh in the statement of
observed moving the fingers of his right hand decenis The laof corecon s repared v e,
back and forth and up and down (affected side low
with hemiparesis). The resident indicated he was
doing this because his hand had previously had a F318
spastically opened hand due to his condition.
Resident #10 indicated his right hand was g) What corrective action's will be
starting to contract and he wanted to strengthen accomplished for those residents found
it. Resident #10 indicated he could use a soft to have been affected by the deficient
exercise ball to strengthen his hand. practice:
On 9/16/09, the Director of therapy indicated he 1 JResident #8 was evaluated on
had thought that Resident #10 had an exercise 09/21/09 by Occupational Therapy and
ball and he would look into getting him another placed on therapy for splinting to
one. bilateral upper extremities.
F 442 483.85(b)}(1) PREVENTING SPREAD OF F 442
58=D INFECTION 2) Resident #10 was evaluated on
09/16/09 by Occupational Therapy and
When the infection control program determines splint wearing schedule was
that a resident needs isolation to prevent the implemented for Right upper extremity.
spread of infection, the facility must isolate the
resident. b) How will you identify other residents
having the potential to be affected by the
same practice and what anticipated
This REQUIREMENT is not met as evidenced corrective action will be taken:
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by: : .
Based on observation, interview and record Aflfl 'es'dde"ts have potential to be
review, the facility failed to ensure a resident was a hecteh. bilitation Coordi q
maintained in isolation to prevent the spread of The Rehabilitation oor.I;nator a;’
infection (Unsampled Resident #18). Nursing Management will complete
regular resident rounds to verify that
Findings include: any resident with or those with
potential for contractures have been
Resident #18 was an 81 year old female addressed.
admitted to the facility on 9/6/09, with diagnoses . .
including back pain, Diabetes, Coronary Artery ¢) What measures will be put into place or
Disease, fall, and acute fracture. what systemic changes will you make to
ensure the deficient practice does not
Review of Resident #18's medical record recur:
following medication pass, revealed Resident . e ]
#18 had orders for stool for C-diff (Clostridium The Rehabilitation Manager will in-service
Difficile) x2. Resident #18's care plan dated Therapy staff on identifying residents that
9/11/09 indicated, "...Contact precautions.” can benefit from Contracture prevention or
management programs,
On 9/16/09 at 8:00 AM, during the medication ) .
pass, and throughout the survey, there was no The above noted screenings will b-e.regularly
indication Resident #18 was maintained on completed on all residents. In addition
Contact Precautions. Change of conditions will be reviewed daily
and any decline in function/use of
There was no documented evidence in the extremities will be referred to Therapy for
nurse's notes that Resident #18 was maintained Screenings to determine need for
on Contact Precautions. interventions.
There was no physician order to discontinue the ) . o
Contact Precautions. d) How will the facility monitor its
corrective actions fo ensure that the
On 9/17/09 in the afternoan, the Director of dEﬁcfent practice is being corrected and
Nurses (DON) indicated Contact Precautions will not recur:
were initiated when a resident was suspected of S .
having C-Diff, not when the results of the The Rehabilitation Coordinator and
specimen were received. The DON added she Nursing Management will continue to
was not sure if Resident #18 was on Contact complete regular resident rounds to
Precaution but they have been discontinued. verify that any resident with or those
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The facility policy titled, Isolation Precautions,
dated 10/31/06 revealed:

-"...Maintain isolation precautions until
discontinued by the attending physician.”

- "Documentation Guidelines

1. Document in the medical record and update
care plan as needed for:

- a. Reason for isolation;

- b. Type of isolation; e} Responsible person, designee:
1) Contact o
2) Droplet The Director of Nursing Servicing is
3. Airborne responsible for accomplishing and/or

- ¢. Duration of isolation; monitoring compliance.

- d. Physician's orders;

- e. Notification of family/responsible party; and J) Completion Date:

- f. Discontinuation of isolation..."

This Plan of Correction is the center's credible
allegation gf compliance.
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with potential for contractures have
been addressed.

Any non-compliance will be corrected
immediately and reported to the Director
of Nursing and the Performance
Improvement committee.

Date of correction is November 10,
2009,

Preparation and/or execution of this plan of
correction does not constitute admission or
agreement by the provider of the truth of the facts
alleged or conclusions set forth in the statement of
deficiencies. The plan of correction is prepared
and/or executed solely because it is required by the
provisions of federal and state law

Fa42

What corrective action's will be
accomplished for those residents found
to have been affected by the deficient
practice:

Resident #18 had isolation precautions
discontinued per physician order on
09/19/09.
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The facility policy titled, Isolation Precautions,
dated 10/31/06 revealed:;

-"...Maintain isolation precautions until
discontinued by the attending physician."

- "Documentation Guidelines
1. Document in the medical record and update
care plan as needed for:
- a. Reason for isolation;
- b. Type of isolation;
1) Contact
2) Droplet
3. Airborne
- ¢. Duration of isolation;
- d. Physician's orders;
- e. Notification of family/responsible party; and
- f. Discontinuation of isolation..."

b)

c)

The results of the c-diff (Clostridium
Difficile) cultures were received on
09/12/09.

The cultures were negative for the
presence of C-diff..

Resident #18’s care plan was updated to
reflect the new information

How will you identify other residents
having the potential to be affected by the
same practice and what anticipated
corrective action will be taken:

All residents have potential to be
affected. Nursing Administration
reviews change of condition daily

Any residents with signs/symptoms of
C-diff, will be evaluated for appropriate
interventions ,including isolation.

Once isolation is no longer necessary,
the facility nurse will obtain a
physician’s order to discontinue the
isolation.

Care plans will be updated a s indicated..

What measures will be put into place or
what systemic changes will you make to
ensure the deficient practice does not

recur.

Licensed staff will be in-serviced on the
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LAS VEGAS HEALTHCARE AND REHAB CENTER

SMOKING POLICY FOR RESIDENTS, STAFF AND VISITORS

Smoking of tobacco products is an individual choice but due to the hazards of the
combustible materials associated with smoking the following policies are in effect within
the confines of the property associated with Las Vegas Healthcare and Rehab Center.

1. Smoking will be limited to all persons to outside the physical structure of Las Vegas
Healthcare and Rehab Center. No smoking signs are also posted outside the front
entrance way asking that no smoking occurs in that area either.

2. There is one area in which smoking is allowed for visitors and residents. The area
is the East courtyard. Appropriate containers such as ashtrays and butt cans are
provided in those areas. An additional designated smoking area for staff members is
the patio area on the Northeast side of the property.

3. Residents of Las Vegas Healthcare and Rehab may not possess smoking materials
such as tobacco products, lighters and matches. These materials will be kept at the
appropriate nurses’ station for residents that smoke. The only exception to this rule
will be residents who have requested to retain their own smoking materials and via
care plan conference the Interdisciplinary Care Team has approved the retention of
smoking materials.

4. Residents who are capable of handling their own smoking materials and residents
who are capable of retaining their own smoking materials per the IDT and Care Plan
Process will not be subject to smoking times. They may utilize their tobacco
products at their leisure providing no other persons are subjected to any unsafe
condition due to the combustible materials.

5. Residents who are not able to retain their smoking materials or are not able to smoke
at their leisure due to safety concerns will be allowed to smoke in a supervised
environment at designated smoking times. The facility designates 9:30 a.m., 11:30
a.m., 2 p.m., 4 p.m. and 7 p.m. as designated smoking times. The facility will
provide a staff member during those times to supervise smoking activities for those
residents who need it. These times will be adhered to as closely as possible and are
subject to change depending upon availability of staff members.

Signature of resident/Signature of Legal Representative Date

Signature of Facility’s Authorized Agent Date

EXHIBIT A
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The facility policy titled, Isolation Precautions,
dated 10/31/06 revealed:

-"...Maintain isolation precautions untit
discontinued by the attending physician."

- "Documentation Guidelines
1. Document in the medical record and update
care plan as needed for:
- a. Reason for isolation;
- b. Type of isolation;
1) Contact
2) Droplet
3. Airborne
- ¢. Duration of isolation;
- d. Physician's orders;
- e. Notification of family/responsible party; and
- f. Discontinuation of isolation...”

policy and procedures for Isolation
precautions to include the appropriate
documentation as well as the need to
obtain a physician order to discontinue
isolation.

Additional training will be provided on
the policies related to Clostridium
Difficile (C-Diff}.

d) How will the facility monitor its
corrective actions to ensure that the
deficient practice is being corrected and
will not recur:

In addition to the Change of Condition
audits, Physician orders will be
monitored on a daily basis by Nursing
Administration for orders pertaining to
C-Diff. It will be verified that
appropriate interventions are in place,
including isolation per policy and
standards of care.

Any issues with compliance with
policies related to C-Diff will be
corrected immediately and reported to
the Executive Director and the
Performance Improvement committee.

¢} Responsible person, designee:
The Executive Director is responsible
for accomplishing and/or monitoring

compliance.

) Completion Date: Date of correction is
November 10, 2009,
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